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Introduction

In family medicine, the chest X‑ray is a common tool in several 
diseases,[1‑4] and unexpected findings discovered in this modality 
are a frequent challenge.[2] The unexpected findings in a chest 
X‑ray need more complex methods of  evaluation and reference 
to other medical specialties.[2]

In pulmonology and thoracic surgery, the pulmonary solitary 
nodule and hilum nodules are a frequent entity to evaluate.[5] 
Nevertheless, a pulmonary hilum nodule may be a granuloma, 
primary malignant lymph node neoplasms, bronchus tumors, 
or metastatic tumors to lymph nodes.[5,6] However, to our best 
knowledge, there are not previous pictorial essays regarding 
anatomical changes of  descending aorta associated with aging 
that caused misdiagnosis of  pulmonary hilum nodules in chest 
X‑ray.

Case Report

An 84‑year‑old woman came with the diagnosis of  a right 
pulmonary hilum nodule. She had a long‑lasting history of  
obesity (body mass index of  30.3 kg/m2) and chronic obstructive 
pulmonary disease treated with oxygen, bronchodilators, and 
a beta agonist. During an evaluation, in a chest X‑ray, her 
family physician discovered a “nodule” in her right pulmonary 
hilum  [Figure  1, Panel “A”]. Her physical exam was not 
relevant for signs of  malignancy, and the chest X‑ray was not 
conclusive. She was sent to our hospital, where a noncontrast 
thoracic computed tomography (CT) scan documented the right 
pulmonary hilar mass [Figure 1, topogram, Panel “B”]; however, 
in a coronal scan, the “nodule” was the tortuous descending aorta 
that made an angle [Figure 1, Panel “C”]. With this finding, the 
patient was returned to her family physician.

Discussion

This case illustrates how aortic changes associated with 
vascular aging may cause this exceptional misdiagnosis in chest 
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Abstract
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X‑ray. It is important to remember, that even with modern 
technological devices diagnostic pitfalls may occur; for instance, 
with transesophageal echocardiography or positron emission 
tomography.[5,7]

It is well ‑known; the descending thoracic aorta could suffer an 
expanding and unfolding process with aging.[8,9] In addition, aortic 
tortuosity may occur with obesity, atherosclerotic disease, and 
hypertension.[10] In our case, at least two of  these well‑recognized 
entities occurred.

A careful history and a diligent physical examination are the 
first step in identifying the underlying etiology of  any symptom. 
Because symptoms may be a presenting complaint for diverse 
entities, all patients should have other diagnostic tests to confirm 
our impression. In our case, a chest radiograph was not useful, 
and a coronal CT identified the underlying problem: The 
tortuous descending aorta. It is documented that CT scan is a 
suitable instrument in thoracic diseases’ evaluation, with its own 
limitations as all diagnostic procedures.[5,6,11]

This case is significant; there are not previous pictorial assays 
that reported about tortuosity of  descending thoracic aorta may 
cause a misdiagnosis in chest X‑ray.
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Figure 1: Panel “A,” chest radiograph, showing a right hilum nodule. 
Panel “B,” computed tomography scan topogram, corroborating 
the hilum nodule. Panel “C,” coronal reconstruction of computed 
tomography scan, showing an edge formed by descending thoracic 
aorta that created the false impression of a hilar lump
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